Sir, An 18-year-old, otherwise healthy, male presented with 1-month history of patchy, asymptomatic hair loss over the scalp. Dermatological examination showed well-defined, round patches of nonscarring alopecia on his parietal, temporal, and occipital area which were consistent with alopecia areata (AA) [ Figure 1 ]. General physical examination was normal with no evidence of lymphadenopathy or hepatosplenomegaly. His medical and family histories were insignificant for autoimmune diseases and atopy. Before treatment, laboratory tests done to exclude coexisting autoimmune diseases were either negative or normal, including levels of thyroid hormones, thyroid autoantibodies, blood fasting glucose, Vitamin B12, and antinuclear antibodies. A complete blood count was also normal apart from a platelet count of 10000/mm 3 . There was no history of bleeding except for occasional ecchymoses secondary to trauma [ Figure 2 ]. The patient was referred to hematology with a presumptive diagnosis of immune thrombocytopenic purpura (ITP) concurrent with AA. A peripheral blood smears revealed decreased number of platelets (1-2 per field) and normal-appearing leukocytes, erythrocytes, confirming the diagnosis of ITP. Treatment with methylprednisolone 0.8 mg/kg/day led to increase of platelet count to 265,000/mm 3 and almost complete growth of hair within 2 weeks. The patient is still followed up.
Concurrence of Immune Thrombocytopenic Purpura and Alopecia Areata: A Rare Association
AA is well-known to be associated with autoimmune conditions such as vitiligo and thyroid disease; [1] however, the association of AA and ITP has been reported in only two cases previously. [2, 3] Levin et al. reported a 2-year-old female with simultaneous onset of ITP and AA which were successfully treated with systemic corticosteroids and intravenous immunoglobulin. [2] More recently, a 7-year-old female with spontaneous occurrence and resolution of ITP and AA was reported. [3] In both patients, ITP presented with generalized petechiae and easy bruising; there were no symptoms of bleeding as in our patient. In addition, Tosti et al. reported a patient with "autoimmune platelet disease" in their long-term follow-up study of AA patients; however, since the follow-up was performed by phone, no detail was given regarding the onset or diagnosis of platelet disease. [4] ITP is an autoimmune disease characterized by autoantibody formation against platelet membrane glycoproteins. [5] Autoantibodies, in conjunction with genetic susceptibility and environmental triggers, also contributes to the pathogenesis of AA. [1] The question still remains to be elucidated whether the co-occurrence of ITP and AA is a real association or just a coincidence. However, the simultaneous onset and resolution of both diseases, similar pathophysiology involving autoimmunity and genetic and environmental factors make a coincidental occurrence less likely. It has been suggested that this association may be due to a single factor activating an autoimmune response against 2 : Ecchymotic patch on the right knee hair follicles and platelets or a cross reaction to different antigens on the hair follicles and platelets. [2, 3] In conclusion, herein, we present a rare or maybe underreported, association of AA and ITP. Although it is not possible to draw definite conclusions from single case reports, we think that history of bleeding or easy bruising should be carefully taken in AA patients and evaluated with a complete blood test when history indicates. Further studies and description of additional cases are needed to elucidate the common pathways involved in AA and ITP.
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Departments of Dermatology and 1 Haematology, School of Medicine, Marmara University, Istanbul, Turkey noncontributory. His younger sibling was normal. General physical examination showed tachycardia with a heart rate of 110/min. Cutaneous examination revealed focal hyperkeratotic plaques and papules over the palms and soles predominantly over the pressure points [ Figure 1a and b]. Palmoplantar hyperlinearity was noted. Facial examination showed fine scaling and multiple follicular papules on the scalp, forehead, eyebrows, nose, and cheeks. Exfoliation and cheilitis were present on the lips. Hair examination showed short, lustreless, and coarse woolly hair involving the entire scalp and eyebrows [ Figure 2a ]. Trichomegaly with outward turning of the eyelashes was noted [ Figure 2b ]. Nail and oral mucosa examination were normal. Systemic examination revealed gallop rhythm with pericardial bulge and epigastric pulsation. Hepatomegaly was present.
Sir, Carvajal syndrome is characterized by woolly hair, striate palmoplantar keratoderma and left-sided ventricular cardiomyopathy leading to sudden cardiac death. It is inherited as autosomal recessive disorder due to defect in desmoplakin gene. [1] Early recognition of the condition through cutaneous markers can lead to early intervention thereby reducing morbidity and mortality.
A 6-year-old male term child, born of second degree consanguineous marriage presented with thickening of palms and soles since 1 year of old. There was a history of recurrent fever with cough, loss of appetite, and exertional breathlessness for 2 months. Developmental history was normal. Past medical history and personal history were How to cite this article: Salman A, Eser A. Concurrence of immune thrombocytopenic purpura and alopecia areata: A rare association. Int J Trichol 2016;8:52-3.
